Dear editor, Erythema elevatum diutinum (EED) is a rare chronic cutaneous vasculitis that affects adults between 30 and 60 years of age, with no race or gender predilection. It was initially described by Hutchinson in 1878, however, the name EED was only coined in 1894 by Its etiology remains unknown and can be associated to deposits of immunocomplexes resulting from chronic antigen exposure or raised levels of circulating antibodies. It can be correlated to streptococcal infections, hematological and autoimmune diseases. There are also cases of EED as an initial manifestation of HIV infection.
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Its etiology remains unknown and can be associated to deposits of immunocomplexes resulting from chronic antigen exposure or raised levels of circulating antibodies. It can be correlated to streptococcal infections, hematological and autoimmune diseases. 2 There are also cases of EED as an initial manifestation of HIV infection. 3 The diagnosis of EED is confirmed by histopathology, with the presence of extravascular fibrin deposits, inflammatory infiltrate rich in neutrophils in the blood vessels' walls and vascular damage. 4 The preferred treatment is dapsone. In cases resistant to this drug, colchicine, systemic, intralesional, and high potency topical corticosteroids, sulfapyridine, and niacinamide combined to tetracycline can be tried. 1, 5 Residual hyperpigmentation with occasional atrophy is common after regression of the lesions. Dapsone 100mg/day was prescribed after ruling out glucose-6-phosphate dehydrogenase deficiency, with clear improvement of the lesions. After six months, the dose of the medication was reduced to 100mg on alternate days. However, some of the lesions on the elbows relapsed, so the daily dose of dapsone was reset. The condition has remained under control, with only residual hyperpigmentation and no side effects of the medication for 1 year (Figure 3 ).
We highlight that EED is a rare chronic disease, that is manifested by symmetrical erythematous violaceous papules and nodules on the extensor surfaces of the hands, feet, and knees, besides buttocks and lower limbs. 1 It can also appear in atypical areas such as trunk, postauricular or palmoplantar regions. 4 The lesions have an initial soft consistency, that becomes hardened during their course due to fibrosis. 5 Most patients do not present with systemic symptoms. 2 Arthralgia is the most common systemic symptom. There are reports of burning pain in the evening in the involved cutaneous areas. Conception and planning of the study
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